Introduction {#sec1-1}
============

Mucoepidermoid carcinoma (MEC) is a type of salivary gland tumor. MECs are one of the rare neoplasms of the lungs with an incidence of 0.1%--0.2% mostly occur in young adult patients.\[[@ref1][@ref2]\] Most lesions are low grade and overall prognosis may be more favorable than other forms of lung cancer.\[[@ref3][@ref4]\] The precise nature of these neoplasms is not yet clear and little is known on the histogenesis and pathogenesis of the disease. This is probably due to its rarity and the small number of published studies focusing on its molecular aspects. Mediastinal mass often does not cause symptoms except if it is large and is picked up incidentally by imaging studies performed for other reasons. In some patients, the obstruction caused by a mass is not complete obstruction, and therefore, there is no obvious signs and symptoms. We report a case of a bronchial MEC tumor with a detailed pathological, immune histochemical, and molecular analysis, as well as a review of the current literature on the histogenic and molecular characteristics of the disease.

Case Report {#sec1-2}
===========

A 56-year-old female complained of hypertension and diabetes for 10 years and controlled with medications. She is obese with body mass index 35. Hemithyroidectomy was performed 1 year ago, and she was booked for total Thyroidectomy. Patient preoperative chest X-ray (CXR) showed a right side tracheal deviation due to a large thyroid mass. The patient feels heaviness due to the thyroid mass but no stridor or shortness of breath or superior vena cava compression syndrome or orthopnea. On examination, there was an equal air entry bilaterally. In the operative room, standard monitoring was applied. Preoxygenation for 3 min was applied. Induction of anesthesia was achieved with propofol 2 mg/kg, fentanyl 2 mcq/kg, and rocuronium 0.6 mg/kg. Tracheal Intubation was performed easily. Confirmed by auscultation, there is a good right side air entry, but marked decreases in the left side air entry with no abnormal sounds. Oxygen saturation (SpO~2~) was 97% on 100% oxygen. Other vital signs were all within normal range. Attempts were made to adjust the tube, but it was above carina by many maneuvers. CXR done showed the tube was above carina by 2 cm. Right tracheal deviations were same preoperatively and there was no sign of pneumothorax. Moreover, some consolidation of the left upper lobe was noticed. We compared it with preoperative CXR. Fiberoptic bronchoscopy (FOB) performed showed normal right main bronchus and lobes. The left side showed a soft-tissue mass nearly completely obstructed in the left main bronchus below the primary carina at the level of the secondary carina. We consulted a thoracic surgeon. A bronchoscopy was done, and computed tomography (CT) scan was suggested before biopsy. Carcinoid tumor was to be ruled out. The general surgery team canceled thyroidectomy procedure. Sugammadex 2 mg/k was given and the trachea was extubated. The patient was shifted to postanesthesia care unit (PACU) and was breathing normally in a sitting position. The patient was shifted to the ward with 24-h monitoring. The patient slept normally with oxygen saturation maintained above 94% on room air. CT showed endobronchial soft-tissue lesion within the left main bronchus measured 1 cm with subsequent total collapse of the left lower lobe and hyperinflation of left upper lobe \[[Figure 1](#F1){ref-type="fig"}\]. Rigid bronchoscopy and endobronchial tumor resection were performed uneventfully. The trachea was extubated, and the patient was shifted to PACU with normal vital sign. Excision biopsy confirmed the diagnosis of MEC was made where chemotherapy was advised.

![Spiral computed tomography showed endobronchial soft-tissue lesion within the left main bronchus measured 1 cm with subsequent total collapse of the left lower lobe and hyperinflation of the left upper lobe. No lymph node involved](SJA-12-465-g001){#F1}

Discussion {#sec1-3}
==========

The case represents early detection and management of an intraoperative event with asymptomatic preoperative patient. Mediastinal mass often does not cause symptoms except if it is large and is picked up incidentally by imaging studies performed for other reasons. In some patients, the obstruction caused by a mass on the tracheobronchial tree is not complete obstruction, and therefore, there is no obvious signs and symptoms except if the patient has a CXR finding preoperatively. In our case, once the patient was under anesthesia, the mass caused complete obstruction of the left main bronchus. FOB represents the main diagnostic tool for MECs because it allows direct visualization of the lesions and biopsies although extraluminal or peripheral lesions cannot be assessed by bronchoscopy.\[[@ref5]\] In our case, given the rich vascularity of the lesion, the surgeon preferred to perform biopsy through rigid bronchoscopy to avoid hemorrhagic complications. MEC generally affects patients younger than those affected by the most common nonsmall cell lung cancer.\[[@ref6]\] In a series of 56 cases published by Yousem *et al*., more than 50% of the sufferers were under 30 years of age, while in that of Li *et al*., the mean age was 34 years. The mean ages were between 50 and 55 years in other reports; it seems that high-grade MEC occurs more frequently in older patients, in comparison with low-grade MEC.\[[@ref7]\] No clear sex predilection has been ruled out. Surgery is the mainstay of treatment for MEC.\[[@ref8]\] If the tumor is apparently invasive and large, preoperative (neoadjuvant) chemotherapy and/or radiotherapy may be used to decrease the size and improve resectability before surgery.

Conclusion {#sec1-4}
==========

We believe that any abnormal findings after induction of anesthesia should be investigated before the commencement of surgery and proper action to be taken. It is wise to cancel the procedure and investigate it afterward with special reference to elective procedures.
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